inflamed hremorrhagic mucous membrane, or fine papillomatosis during the quiescent phase.
X-ray examination in Cases 1 and 2 suggests that the whole colon is involved. The minor nature of the colitis and the lack of constitutional disturbance is remarkable and suggest that in all cases of pyodermite vegetante the bowel should be directly inspected even in the absence of symptoms.
Lastly the possibility of a primary role of the colitis in the inception of this cutaneous clinical entity, as a secondary manifestation, should be considered.
Dr S C Gold: My patient referred to by Dr Forman is a man aged 30 who presents an identical clinical picture. At the age of 19 he developed colitis and this was subsequently regarded as 'ulcerative'. After a remission stomatitis and then proctocolitis developed, finally the skin as well participated with a vesicobullous eruption of the flexures and scalp. The skin of these areas became infected, crusted and then heaped up with vegetations. The granular appearance of the buccal mucosa was the same as in Dr Forman's 2 patients. He has been on systemic prednisone for about three years, and though the dose is varied from time to time he seems to be well controlled on a daily dose of 17-5 mg. The histological appearance of a blister from the axilla shows an intra-epidermal bulla with acantholysis.
Dr E Wilson Jones: Suprabasal clefting and acantholysis were found in one of the sections. Thus the histology is similar to that seen in pemphigus vegetans. Dr Lout Forman: The patient who is now under the care of Dr S C Gold had symptoms of proctocolitis eleven years ago when he was 19. In 1960 the mouth only was affected, with erosions of the cheeks and tongue. This cleared up when he took prednisolone, 30 mg per day, and the bowel symptoms disappeared. The relapse of the disease in the mouth and on the skin, three years ago, necessitated 60 mg of prednisolone per day and this cleared the skin and mouth. The bowel was then normal on sigmoidoscopy after treatment. The maiftenance dose is 17-5 mg and he experiences minor skin and oral relapses controlled by topical steroid. There are also relapses of the bowel discomfort with passage of blood.
As an altemative treatment, dapsone appeared to control the skin manifestations of one patient but did not influence the bowel discomfort or diariheea.
Angiosarcoma of the Face: ? Kaposi ? Angio-endothelioma P D C Kinmont MD MRCP Man, aged 72 History: In April 1964, two days after a very minor injury, a knock from his spectacles, his nose became bruised and swollen and the inner parts of the lower lids were also affected. His eyelids subsequently became more swollen and blue. The bluish plaques continued to spread out into his cheeks and cystic lesions appeared on the left side of his nose. In October he saw an ophthalmologist who explored the left inner canthus and tied offsome veins.
He has a blood-stained nasal discharge, but no angiomatous lesion is visible in the nose. He now complains of some discomfort but no real pain. He does not bruise easily and there was no undue heemorrhage from a recent dental extraction. He has lost 10 lb in weight in the past year. Past history: Retinal detachment in the right eye seven years ago. The eye is blind. Family history: No Jewish or Central European ancestry. No haemorrhagic diathesis.
On examination: There is a firm bluish-red hoemorrhagic plaque involving the whole of the nose and spreading out into both cheeks and the lower eyelids with surrounding telangiectasia (Fig 1) . The inner parts of the upper lids are also involved and on the outer part of the left upper lids there are small angiomatous papules. There is extensive telangiectasia of the conjunctivae. On the left side of the nose there is a crusted scar at the site of exploration, and below this a sessile paler cystic area with a similar lesion on the lower part of the left side of the nose. The colour on these areas and on the right side of the nose is paler.
The mucosa of the mouth and nose is not involved. There is some senile purpura on the forearms. The liver is firm and smooth and extends four fingers below the costal margin. The spleen and lymph glands are not enlarged.
Investigations: Biopsy (Dr G R Osborn): Skin from the nose where sebaceous glands are numerous. The skin has small papillary folds over the main lesion. The corium beneath the papillary folds contains large numbers of capillary and cavernous blood vessels. The endothelial lining to the largest of the cavernous vessels appears to be absent in places, the endothelial cells related to these vessels do not show exceptional nuclear variation but they do have appreciable numbers of mitotic figures.
The appearances are compatible with the angiomatous stage of Kaposi's disease. X-rays: Skull, no abnormality. Chest, some cardiac enlargement. Blood: Hb 85% (12-6 g/100 ml). WBC Dr E Wilson Jones: The histoldgical features suggest this is a malignant angio-endothelioma rather than Kaposi's sarcoma.
Recently I have described 9 similar cases of the face or scalp all in old people (Wilson Jones, 1964, Brit. J. Derm. 76, 21) . In addition I have seen sections of 3 more unpublished cases in patients aged 63, 64 and 76 respectively. Dr A Lyell: The butterfly distribution is remarkable. Surely he must have bled into the skin from the primary tumour on the nose, and perhaps the biopsy failed to show any malignant tissue because it was taken from this hiamorrhagic area rather than from the tumour. Dr Brian Russell: Is there any evidence that this might be malignancy spreading to the surface from one of the nasal sinuses? 
